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People who reside in rural areas are faced with ongoing barriers to accessing mental 
health services. A number of aspects of rural life such as the rural community, social networks, 
and limited access to service all have particular implications for people experiencing mental 
health issues. Additional issues such as the effect of rural culture on help-seeking for mental 
illness, the lack of anonymity in small communities and the difficulty to maintain confidence, 
and mental health and addictions stigma may further impact the recognition, treatment, and 
maintenance of mental health problems for people in rural and remote locations. Providing 
mental health services to residents in these places requires creative and flexible service delivery 
options. This practicum report details my experience with the Virtual Mental Health Program at 
Alberta Health Services and highlights the role that social workers play in delivering mental 
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Chapter 1: Introduction 
 
In many ways, mental health is just like physical health: everyone has it and we need to 
take care of it. At one point or another, most individuals will experience a mental health 
challenge. Whether it be feeling anxious or overwhelmed by a situation, person, one’s 
environment, or dealing with chronic challenges such as negative internal monologue, anxiety, or 
depression, mental health is vital to address. Mental health is not limited to gender, age, location, 
culture, or biology. Thus, it should be central when addressing wellness across the lifespan. It is 
increasingly recognized that being healthy is not the mere absence of disease and that both 
physical and mental health are required for comprehensive well-being. The role of mental health 
in promoting better every day functioning, physical health, and the ability to participate in 
society, is gaining greater attention (Oprana et al., 2017). 
At present, the COVID-19 pandemic is a major health crisis not only impacting Canada, 
but the entire globe. The economic, health, and social consequences of the pandemic are taking 
their toll on the mental health of the population. Canadians of all ages are experiencing 
significantly high levels of stress, social isolation, and fear of uncertainty about their futures, all 
of which can result in increased anxiety, depressive symptoms, and alcohol and substance misuse 
(Shields, 2020). Research by Rajkumar (2020) identifies the need for improved mental health 
supports to manage both the immediate and long-term mental health impact of COVID-19, with 
particular attention directed to supporting rural and remote areas where residents already face 
significant barriers in accessing healthcare. 
More than four million people live in Alberta, with 38% of those residing outside of the 
largest urban centres in the province (Canadian Mental Health Association, 2021). Since 2015, 
the Government of Alberta has highlighted the need for mental health supports in rural and 
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remote areas due to the specific challenges they experience: high service costs, resource and 
program scarcity, and effectiveness of services (Canadian Mental Health Association, 2021). 
There are three key challenges to the provision of effective mental health services in rural 
communities: accessibility, availability, and acceptability. Rural residents are often required to 
travel extended distances to receive services, making accessibility difficult. Chronic shortages of 
trained mental health professionals who work in rural areas create a barrier to support for rural 
residents. The perceived stigma of needing mental healthcare and fewer choices of trained 
professionals can further prevent proper mental health treatment for rural peoples. For these 
reasons, the Government of Alberta and Alberta Health Services came together to think about 
how both government and non-government organizations can work together to better support the 
mental wellbeing of rural and remote communities (Canadian Mental Health Association, 2021). 
The Virtual Mental Health Program was established to address the identified need for quality 
mental health services in rural communities across the province. 
Practicum Setting: Alberta Health Services 
 
The following section offers an overview of the structure, mandate, and core mission of 
the Alberta Health Services, while providing an introduction of the Virtual Mental Health 
Program where I completed my practicum in and the populations it serves. 
Alberta Health Services (AHS) is Alberta’s province-wide, fully integrated healthcare 
system that is responsible for delivering health services to the 4.4 million people living in the 
province, in addition to some select residents of the neighbouring British Columbia, 
Saskatchewan and Northwest Territories (Alberta Health Services, 2021a). AHS (2021a) is 
Canada’s first province-wide fully integrated health system. It was launched in 2008, bringing 
together 12 formerly separate healthcare organizations including former addiction and mental 
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health services. In total, AHS employs more than 11,800 people and is supported by more than 
15,100 volunteers and 10,800 physicians (2021a). Across the province, there are 106 acute care 
hospitals, 5 designated psychiatric facilities, and 2,785 addiction and mental health beds, in 
addition to thousands of acute care beds and partnerships with primary care networks (Alberta 
Health Services, 2021a). A variety of services are offered in more than 850 facilities throughout 
Alberta, plus an extensive network of community-based services aimed to assist Albertans in 
improving and/or maintaining their overall health (Alberta Health Services, 2021a). Alberta 
Health Services is divided into the following zones: North, Edmonton, Central, Calgary, and 
South. 
The Alberta Government holds responsibility for the delivery of health care in Alberta, 
and as such, AHS was established to deliver a significant part of health care for the province. 
AHS (2021c) is governed by the AHS Board that works in partnership with Alberta Health to 
ensure all Albertans have access to quality health care services throughout the province. The 
AHS Board consists of members who oversee the management of its business and affairs 
(Alberta Health Services, 2021c). AHS’s vision, mission, and values are as follows: 
Our Vision: Healthy Albertans. Healthy Communities. Together. Our Mission: To provide 
a patient-focused, quality health system that is accessible and sustainable for all 
Albertans. Our Values: compassion, accountability, respect, excellence, and safety – are 
at the heart of everything that we do. They inspire, empower and guide how we work 
together with patients, clients, families, and each other (2021f). 
Additionally, AHS has four foundational strategies that guide efforts to sustain safe and quality 
healthcare for Albertans. The Patient First Strategy is intended to promote respectful patient- 
provider interactions and to adopt a team-based approach to care while improving 
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communications amongst all involved (Alberta Health Services, 2021f). The Our People Strategy 
seeks to create a vision for the organization with shared purpose and common goals to build safe 
and inclusive work environments, superb leadership, and develop a culture of empowerment by 
giving people access to the resources and opportunities required to do their jobs effectively 
(Alberta Health Services, 2021f). The Strategy for Clinical Health Research, Innovation, and 
Analytics’ main objective is to “generate, share and use evidence in the delivery of care to 
improve patient outcomes and to solve the complex challenges affecting the health system” 
(Alberta Health Services, 2021f). Finally, the Information Management & Information 
Technology Strategy aims to make the right information available to the right people at the right 
time across the health system to ensure both patients and providers have access to complete 
information at points of care (Alberta Health Services, 2021f). 
Addiction and Mental Health 
 
Since AHS is the provincial health authority, it oversees and advances Alberta’s addiction 
and mental health system. As a whole, addiction and mental health services include promotion 
and prevention, screening and assessment, counselling, supports and outreach services, as well as 
crisis and emergency services (Alberta Health Services, 2021b). Addiction and mental health 
staff consist of mental health therapists, addiction counsellors, social workers, psychiatric nurses, 
psychologists, and psychiatrists that provide services to people across the lifespan. Addiction and 
mental health services are provided in the community, outpatient, and specialized settings such 
as schools. To respond to mental health needs in the North Zone, AHS offers the following 
programs: acute inpatient psychiatry (adult), intake, short-term counselling, day treatment (adult 
and youth), Assertive Outreach Services (adult), walk-in counselling services, as well as mental 
health information, prevention, and promotion (Alberta Health Services, 2021b). Addiction 
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services offered in the North Zone include: Opioid Dependency Program, detoxification centres, 
residential treatment facilities, addiction counselling, day programs, and prevention services 
(Alberta Health Services, 2021b). 
Virtual Mental Health Program 
 
In response to staffing shortages and long waiting lists in the North Zone, AHS launched 
the Virtual Mental Health Program in 2019. Virtual supports for addiction and mental health are 
available to help Albertans “get the care they need, when they need it, no matter where they live” 
(Alberta Health Services, 2021e). While in-person treatment is available when required, many 
times supports can also be provided virtually, decreasing travel time, time away from home, and 
even decreased wait time for service. The Virtual Mental Health Program (VMHP) was created 




The overall learning objective of my practicum was to further develop my clinical social 
work skills in a virtual setting. The main focus was individual counselling with adults who 
experience mental health issues specifically in the context of the intricacies of rural social work 
practice. This focus created specific goals within my overarching learning objective of clinical 
social work and I have identified the main goals along with the activities that helped me to 
achieve the goals. 
 
1. Develop Counselling and Assessment Skills 
 
 
a) I will develop effective therapeutic relationships by working on engaging and rapport 
building with clients. 
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b) I will learn about effective counselling skills by observing my agency supervisor and 
reading literature specific to counselling. I will reflect on my counselling skills 
through journaling and regular consultations and debriefings with my agency 
supervisor and MSW mentor. 
c) I will develop a working understanding of the bio-psycho-social model and its 
appropriateness for mental health assessment. I will observe 1-2 intake assessments 
with my supervisor and review. I will conduct 6-7 intake assessments independently 
using a bio-psycho-social approach and complete reports on these interviews. 
d) I will be able to identify issues related to structural contexts (i.e., poverty, lack of 
resources) and issues related to oppression (i.e., sexism, racism, ageism). 
e) I will be able to develop an effective treatment plan. To achieve this, I will observe 
my practicum supervisor develop 1-2 treatment plans with clients and ask questions 
as appropriate to solidify my understanding of appropriate treatment for various 
mental health conditions. I will develop action plans for each file I am assigned. I will 
discuss with my practicum supervisor the process of collaboratively creating 
treatment plans with clients. I will utilize the UNBC online library to read current 
literature on treatment planning for guidance. I will familiarize myself with the DSM- 
5 codes for diagnoses and appropriate sections that aid in treatment planning. I will 
ask questions as well as ask my supervisor for ongoing feedback to guide the process. 
I will review treatment plans with my practicum supervisor prior to implementation 
with clients. 
 
2. Virtual Mental Health Skill Development 
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a) I will be able to identify the advantages and limitations of virtual mental health 
counselling, including the ability to identify clients who may not be appropriate for 
virtual services. 
b) I will learn to navigate the challenges of doing an assessment without visual cues. I 
will discuss the challenges with my practicum supervisor and reflect on these 
challenges through journaling. 
c) I will develop knowledge and skills in the software used by the Virtual Mental 
Health Program: Zoom, Skype, and Telehealth. 
3. Demonstrate Knowledge and Use of Community Resources 
 
 
a) I will develop working knowledge on the resources available to communities 
served by the Virtual Mental Health Program by collecting information at local, 
provincial, and national levels. I will visit local agencies as appropriate and 
research virtual resources to learn of their mandates and service provision options. 
I will develop effective utilization of community resources and demonstrate this 
by making appropriate referrals for clients and advocate on their behalf. 
 
4. Understand Organizational Dynamics 
 
 
a) I will gain knowledge of the agency environment by studying Alberta Health 
Services policies and procedures that are specific to Addiction and Mental Health 
programs. I will familiarize myself with the Alberta Mental Health Act, Alberta 
Health Information Act, Alberta Freedom of Information and Privacy Act, Adult 
Guardianship and Trusteeship Act, Family Law Act, and Protection of Persons in 
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Care Act. I will discuss in my regular meetings with my agency supervisor and 
MSW mentor to understand the mandate and related policies like confidentiality. 
b) I will develop self-directedness for field supervision. To achieve this, I will 
identify discussion points in preparation for field supervision. I will seek regular 
informal and formal meetings with my agency supervisor, MSW mentor, and 
faculty field instructor for consultation. 
c) I will develop a firm understanding of the administrative functions of my 
placement. To do this I will review various job descriptions of the organization 
and speak with my agency supervisor and other employees about their roles. I will 
reflect on my own role as a student within the organization through journaling and 
conversations with my agency supervisor and MSW mentor. 
d) I will develop effective documentation skills. To do this I will maintain proper 
record of interactions with clients, family members, and other health 
professionals. I will learn proper documentation style by reading available client 
files and submitting my own reports to my agency supervisor for feedback. 
 
5. Understand Rural Mental Health Issues 
 
 
a) I will deepen my understanding of barriers to accessing mental health services for 
rural residents. To accomplish this, I will review literature about rural mental 
health service issues and unique mental health risk factors for rural residents. I 
will discuss with clients their lived experiences with accessing mental health 
supports in rural locations. 
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b) I will develop an understanding of how dual relationships are navigated in my 
organization. To do this I will speak with my agency supervisor and co-workers to 
learn about their experiences with dual relationships. I will read articles about 
dual relationships and subsequent impact on social workers. 
c) I will demonstrate knowledge of the role virtual mental health service delivery has 
in supporting the needs of rural residents. To do this I will explore the history of 
the Virtual Mental Health Program in my organization and read various articles on 
virtual counselling. 
 
6. Demonstrate Knowledge of Professional Values 
 
 
a)  I will develop a professional understanding of Social Work values and the Code 
of Ethics. To demonstrate a thorough understanding of these values I will reread 
the Canadian Association of Social Workers (CASW) Code of Ethics in the first 
two weeks of my practicum. 
b) I will be aware of any ethical issues that arise throughout my placement and 
discuss them with my agency supervisor. I will identify ethical issues specific to 
rural and virtual contexts. I will ask my agency supervisor to share previous 
ethical issues he has encountered and apply learnings to practice. 
c) I will develop self-awareness of my own strengths and areas for growth. To do 
this I will reflect on my strengths and limitations through journaling and I will 
request feedback from my agency supervisor and MSW mentor and develop a 
plan for improvement where necessary. 
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Chapter 2: Theoretical Orientation 
 
My theoretical orientation is influenced by my beliefs and egalitarian attitude about what 
relationships should look like in the world. Currently, I consider myself as working from a 
strengths perspective, while utilizing person-centered theory and the biopsychosocial model. The 
following theoretical frameworks encompass the common factors that are central to my personal 
practice model and align with both my personal and professional values. I do however note that 




As a social worker doing a practicum within a primarily deficits-based medical model, 
relying on my foundation of strengths perspective is crucial. Working from the strengths 
perspective demands a different way of looking at individuals, families, and communities 
(Saleebey, 1996). The fundamental premise, as described by Graybeal (2001), is that individuals 
will do better in the long run when they are assisted to identify, recognize, and utilize the 
strengths they possess and resources available to them in their environment. It is one’s strengths 
that make them resilient in periods of adversity. 
Saleebey (1996) stresses that all people must be seen in the light of their “capacities, 
talents, competencies, possibilities, visions, values, and hopes”, no matter how distorted these 
may have become through life circumstance, trauma, and oppression (p. 297). At the core of the 
strengths approach is the concept of empowerment. When clients are invited to and supported in 
using the tools and resources around and within them, they are a bit freer from some the 
restraints that limit and oppress them. Clients are engaged as equals through dialogue mutually 
sharing knowledge, tools, and respecting each other. Social workers collaborate with clients, 
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their families, and communities to discover and generate hopes and opportunities, to mobilize 
inner and environmental strengths and resources, and to act for individual and collective 
empowerment and social justice (Guo & Tsui, 2010). Thus, the helping relationship is 
characterized by alliance, empathy, collaboration, and focus on clients’ and communities’ 
aspirations and goals. 
A strictly strength-based practice runs the risk of being dismissive and fail to meet the 
needs of certain clients. In my work with adults experiencing multiple and complex issues, I 
have observed that an overly positive or optimistic perspective can in fact minimize a client’s 
experience and hence negatively impact the therapeutic relationship. Thus, it is important to find 
the precise balance between acknowledging and validating the painful and disempowering 
realities of client’s hardships and drawing out their strengths to improve their overall wellbeing. 
Saleebey (1996) concludes by arguing that the strengths-based approach honours two things: 
“the power of the self to heal and right itself with the help of the environment, and the need for 





In order to support someone’s mental health, we must consider all the factors affecting 
them both positively and negatively to gain a more holistic understanding of the overall picture. 
Social workers are trained to view each individual as a structural coupling of the social, 
biological, and psychological systems of life, with the understanding that personal wellbeing is 
conditioned and constrained by each of the systems and cannot be reduced to the working of any 
of the systems alone. This model differs from traditional medical models which reduce mental 
health to the biological system alone. The biopsychosocial model on the other hand, 
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acknowledges there are biological, psychological, and social determinants to mental health. This 
model was developed to explain the complex interaction of these three systems and to establish a 
holistic approach to psychiatric illnesses (Tripathi et al., 2019). With the biopsychosocial model 
it is understood that the emotional undertone of an individual, their personality, the surrounding 
environment, and other social factors all influence the manifestation of illness (Tripathi et al., 
2019). Further, it explains that people do not suffer as isolated entities, but rather as a whole. 
According to the biopsychosocial model, interactions between biology (genetic makeup 
and pathological process in the living body), psychology (temperament and personality), and 
sociocultural environment (social world) contribute to their experience of health and illness 
(Cardoso, 2013). This perspective may help to explain why some seemingly healthy individuals 
can develop mental illness and some are more prone to mental illness than others. Biological 
factors that influence mental health can include genetics, hormones, toxins, infections, nutrition, 
and experienced trauma (Tripathi et al., 2019). Psychological components that can impact mental 
health can include negative thinking, emotional turmoil, and lack of self-control (Cardoso, 2013). 
Social factors like employment issues, life roles, and socio-economic factors may drastically 
impact an individual depending on their unique social context. Racism, for example, increases 
both the risk and severity of mental health problems and negatively impacts the treatment 
received when seeking help (Alberta Health Services, 2021b). The biopsychosocial model 
suggests each one of these factors is not sufficient to create mental illness in isolation, rather it is 
the interaction between them that determines if mental illness will be experienced and its course 
of development. The biopsychosocial model is a way of understanding the client’s subjective 
experience as a key contributor to accurate diagnosis, health outcomes, and compassionate care 





Person-centered theory emphasizes engaging with people in a profoundly valuing and 
respectful way (Cooper & McLeod, 2011). From person-centered theory, the therapeutic 
relationship is the core of the treatment and is developed through unconditional positive regard, 
empathy, and genuineness. This strong therapeutic alliance is intended to create an environment 
in which clients can grow and recognize their potential (Cade, 2016). By exhibiting these 
characteristics, practitioners can help clients grow psychologically, increase self-awareness, and 
change their undesirable behaviours. Using a non-directive approach, clients lead the discussion 
to where they feel is valuable because they are an equal partner in navigating the therapeutic 
process. 
Through embracing a person-centered approach, each person is viewed as irreplaceable 
and distinctive and the practitioner’s focus is entirely on understanding the client as a unique 
individual (Cooper & McLeod, 2011). It is in this environment that clients feel safe and free 
from judgement, allowing them to develop a healthier view of the world and less distorted views 
of themselves (Cherry, 2020). The collaborative nature of this framework places emphasis on 
dialogue between both members of the therapeutic dyad in which both client and practitioner 
draw on their particular bodies of knowledge and expertise (Cooper & McLeod, 2011). 
Therefore, the goals, tasks, and methods of therapy emerge through a united, negotiated 
dialogue, and may continue to be changed as therapy unfolds. Practitioners who work from a 
person-centred approach strive not to dismiss, minimize, or override the client’s own views of 
what they want to achieve in therapy and research shows that clients who get therapeutic 
interventions they want tend to experience more benefits (Cooper & McLeod, 2011). This theory 
embraces social work values as it is deeply rooted in the ethical commitment to honour each 
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person and help them to actualize their distinctive potential while respecting their autonomy 
(Cooper & McLeod, 2011). 
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Chapter 3: Literature Review 
 
My practicum provided me with diverse learning experiences to build my practice upon 
and the following literature review assisted me in gaining deeper insight into the experiences of 
my clients and will assist in my future practice as a social worker. The literature review begins 
by describing mental health and exploring the barriers to accessing mental health supports for 
rural residents. It then explores therapeutic approaches used within the Virtual Mental Health 
Program: cognitive behavioural therapy, solution focused brief therapy, narrative therapy, and 






Mental health is a state of well-being that encompasses a balance of mental, emotional, 
physical, and spiritual health. It affects how we think, feel, and act. Mental health helps to 
determine how we handle stress, make choices, and relate to others. It entails having coping 
skills that enable one to deal with life challenges in a productive way. Parekh (2018) further 
describes mental health as the foundation for our thoughts, emotions, self-esteem, learning, 
communication, and resilience. The Canadian Mental Health Association (2015) explains every 
person has mental health just as every person has health. It is natural for all individuals to 
experience mental health issues from time to time just as they would physical health issues (The 
Canadian Mental Health Association, 2015). The terms mental health and mental illness are often 
used interchangeably, but they are distinct. Mental illness refers collectively to all diagnosable 
mental disorders. Manderscheid et al. (2010) describe mental illness as conditions that impact 
cognition, emotion, and behaviour. There are a variety of mental illnesses that have different 
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symptoms and can impact each person uniquely. Mental illness was historically defined by 
diagnosis alone when there were few broad classes of mental disorders, but now formal clinical 
definitions include more information recognizing mental health is important to overall health 
(Manderscheid et al., 2010). With the proper education and supports, mental illnesses can be 
treated effectively. 
 
Current Issues in Rural Mental Health 
 
 
Research shows that the rate of mental health issues amongst rural populations is as high 
as amongst those living in urban areas, and suicide risk is even higher in rural locations than their 
urban counterparts (Griffiths & Christenson, 2007). Crosby et al. (2012) report there is emerging 
evidence showing the rate of domestic violence, depression, and substance use are higher in rural 
locations than in urban centres. Despite these elevated numbers, rural peoples are less likely to 
seek mental health support due to a unique set of barriers. The most notable barrier is the 
accessibility of mental health services and professionals in rural areas that is considerably low 
when compared to urban centres (Griffiths & Christenson, 2007). Many community members are 
unaware of what mental health services are available to them or how to access appropriate 
supports. Additionally, research by Griffiths and Christenson (2007) shows there is little trust in 
the quality of mental health services provided in rural communities, with study respondents 
describing the available services as “marginal” or “poor” (p. 81). Crosby et al. (2012) label 
existing mental health services in rural communities as “disjointed” across all stages of treatment 
with rural peoples being more likely to be treated with pharmacology rather than psychotherapy. 
When compared to their urban counterparts, rural peoples are less likely to receive any type of 
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mental health treatment (Crosby et al., 2012). Lewis et al. (2013) list distance, lack of available 
quality resources, and long waiting lists as barriers to needed services for rural populations. 
Rural communities in Canada are often detached from other geographic areas by rolling 
hills, mountains, rivers, and farmland, contributing to the prominent issue of low access to 
required resources. Accessibility of mental health services is hindered by high rates of poverty, 
lack of transportation, inadequate housing, and poor health (Crosby et al., 2012). Since there may 
not be an in-patient treatment centre or trained professionals within their community, rural 
peoples have considerably less variety with regard to mental health services available within 
their reach. The greater travel distances required to obtain expert mental health care is associated 
with higher probability of hospitalization and fewer outpatient visits (Crosby et al., 2012). 
Furthermore, the mental health professionals that do work in rural communities often have less 
formal education and training compared to urban centres and they lack outside referral resources 
to provide the care that is needed to clients. 
Stigmatization 
 
Due to high visibility in rural locations, an individual’s participation in counselling may 
become known within the community, contributing to stigmatization (Crosby et al., 2012). This 
perceived stigma regarding using mental health services combined with the interconnected 
nature of rural social networks adds yet another layer of difficulty for those living in small 
communities. Lack of help seeking from professionals may be influenced by stigmatizing beliefs 
(Barney et al., 2006) and research by Komiti et al. (2006) shows fear of stigma and 
discrimination about mental health can be particularly problematic in rural locations where 
communities are smaller, social networks are closely enmeshed, and privacy is lacking. Stigma 
surrounding mental health problems can result in the individual not wanting to seek treatment 
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due to fear of being labeled or treated differently from society and can adversely impact help 
seeking amongst those with a mental health problem (Vidourek & Burbage, 2019). It has been 
suggested that perceived stigma and value for self-reliance are more prevalent amongst rural 
residents than urban residents (Komiti et al., 2006). Interestingly, the stigma of accessing mental 
health support can be a greater barrier than the stigma attached to the issue itself (Komiti et al., 
2006) and consequently rural peoples may be more inclined to seek informal care. 
Even when appropriate mental health services do exist, rural residents can be reluctant to 
use them and this can have negative health consequences (Sartore et al., 2008). Describing rural 
residents as “stoic” and “self-reliant”, Griffiths and Christen (2007) state such qualities are 
shown to be associated with lower levels of mental health help seeking. This stoicism is more 
pronounced in rural communities where help-seeking may be seen as a sign of personal 
weakness resulting in some individuals only seeking help as a last resort, preferring to cope 
themselves, or relying on informal care (Komiti et al., 2006). Collier (2006) also notes “the 
isolation and independent spirit of traditional rural life does not lend itself easily to asking for, or 
accepting, help”, further preventing access to required supports. For many rural communities 
self-sufficiency has long been at the core of their survival and is a quality for mental health 
practitioners to become mindful of. 
While the basic skills that mental health clinicians use can be similar across different 
communities, it is important for practitioners to hone their specific skill sets to address the 
problems that are unique to rural communities. In order to be successful in delivering effective 
mental health services, clinicians must have a firm understanding of the differences between 
urban and rural mental health issues and service delivery to ensure they can serve as an advocate 





Dual relationships refer to any situation where multiple or overlapping roles exist 
between a practitioner and a client. Rural social workers are faced with ethical challenges related 
to dual relationships on a daily basis. The majority of research regarding these complex 
relationships involves urban social work practice and recommends that social work professionals 
try to avoid dual relationships with clients (Brocious et al., 2013). The Canadian Association of 
Social Workers Code of Ethics (2005) does not provide detailed guidance on how to manage dual 
relationships; rather, it suggests avoidance as the ideal method (Brocious et al., 2013). It can be 
difficult to distinguish between a dual relationship that is ethical and unethical, as it is the nature 
of the relationship that is in question and not the existence of a dual relationship itself (Pugh, 
2007). Halverson and Brownlee (2010) identify additional practice-specific challenges that 
contribute to the unique nature of dual relationships in rural communities: 
The progressive shift in social work practice to collaborative and egalitarian roles with 
clients (Manning and Van Pelt, 2005); the bridging role of social work aiding clients to 
integrate into the community (Curtis and Hodge, 1994); the social isolation of rural and 
remote communities generating a need for interdependence (Boisen and Bosch, 2005); 
and the training of local social workers in their home communities being made possible 
by access programmes and distance education (p. 248). 
Since dual relationships are nearly unavoidable when living in rural communities, it is 
recommended that rural practitioners shift to more pragmatic acceptance of dual relationships 
(Pugh, 2007). The informal manner in which social work must be approached in small 
communities, as opposed to the formality implied in ethical codes, challenges social workers to 
consider the realities of small communities and when dual relationships may, in fact, be 
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beneficial. Pugh (2007) believes if conducted ethically, dual relationships have merit. Brocious et 
al. (2013) encourage practitioners to use the strengths perspective when navigating ethical 
dilemmas in combination with the CASW Code of ethics to evaluate each situation and respond 
in ways most beneficial to the people they work with. 
Cognitive Behavioural Therapy 
 
According to rural general practitioners, the greatest need for mental health services 
relates to the provision of cognitive behavioural therapy (CBT) and promotion of patient’s 
mental health literacy (Griffiths & Christenson, 2007). Since its initial development in the 1960s, 
CBT has blossomed and emerged as one of the most commonly practiced and most extensively 
researched forms of psychotherapy (Webb et al., 2017). There is a large body of research 
supporting the efficacy of CBT in alleviating depressive symptoms and over the past few 
decades CBT protocols have been tailored to target a range of psychiatric disorders beyond 
depression, including anxiety, bipolar disorder, addiction, personality disorders, and psychotic 
disorders (Webb et al., 2017). CBT can be tailored to individual needs and can be applied to a 
wide range of other mental health issues. CBT is proven to be effective for people of all ages, 
from early childhood to older adults, for people with different levels of education, income, and 
diverse cultural backgrounds (Rector, 2010). The main premise behind CBT is that you can gain 
greater control over your feelings by intentionally changing your thought patterns and certain 
habits or patterns of behaviour. 
It is clarified by Bohman et al. (2017) that CBT is not a specific treatment, rather it is an 
umbrella term for a diverse group of treatments that apply cognitive and behavioural approaches 
aimed at behavioral change and symptom reduction. Cognitive techniques are used to change the 
content and process of thoughts, inferences, interpretations, and cognitive biases (Lorenzo- 
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Luaces et al., 2016), while behavioural strategies are intended to change observable 
behaviour. Commonly used cognitive techniques invite clients to examine evidence for and 
against some of their held beliefs and implicit assumptions through the use of Socratic 
questioning, cognitive restructuring, and learning to adopt new core beliefs (Lorenzo-Luaces et 
al., 2016). In cases where the thought in question is not found to be untenable, problem solving is 
then used and clients are guided in drawing connections to their emotions and subsequently their 
behaviours (Baines, 2017). The behaviour part of CBT refers to learning more productive 
responses to distressing circumstances or feelings, such as relaxing and breathing deeply instead 
of hyperventilating when in an anxiety-provoking situation (Harvard Health Publishing, 2011). 
Commonly used behavioural techniques can include behavioural activation and imaginal 
exposure (Lorenzo-Luaces et al., 2016), as well as behavioural experiments, relaxation 
techniques, successive approximation, and role playing (Pietrangelo, 2019). Padesky and 
Mooney (2012) note that when used together, both cognitive and behavioural techniques have 
shown high levels of success in a range of difficulties including mood and thought disorders, 
chronic pain, and sleep disturbance. 
CBT and Trauma 
 
Because of the interconnected nature of rural communities, tragedies can impact people 
in large numbers. CBT strategies can also be used to address trauma, particularly in those 
suffering from post-traumatic stress disorder. CBT practitioners encourage clients to re-evaluate 
their thinking and assumptions in order to identify unhelpful patterns in thoughts such as 
overgeneralizing bad outcomes, negative thinking that reduces positive thinking, and constantly 
expecting catastrophic outcomes, to more balanced and helpful outcomes (American 
Psychological Association, 2017). These strategies are intended to reconceptualize their 
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understanding of traumatic experiences as well as their understanding of themselves and their 
ability to cope (American Psychological Association, 2017). 
Strengths approach to CBT 
 
In addition to its applicability to psychiatric treatment, Padesky and Mooney (2012) 
suggest strengths-based CBT as a tool to increase personal resilience and wellbeing and develop 
positive attributes. Padesky and Mooney (2012) propose practitioners guide clients through the 
following four steps to develop positive qualities: (1) search for strengths, (2) construct a 
personal model of resilience, (3) apply the model to areas of life difficulties, and (4) practice 
resilience. On this premise CBT can be an effective tool to help more people learn how to better 
manage stressful life situations. When clients become aware of inaccurate or negative thinking, 
they can view challenging situations more clearly and respond to them in more effective ways. 
Applicability to Rural Practice 
Although the literature shows overwhelmingly positive results in supporting mental 
health, a cognitive-behavioural approach has its limitations. It is not intended for all people in all 
situations. CBT only addresses current problems and focuses on specific issues, it does not 
address the possible underlying causes of mental health conditions, such as an unhappy 
childhood. CBT focuses on the individual’s capacity to change themselves (their thoughts, 
feelings, and behaviours), and does not address wider problems in systems or families that often 
have a significant impact on an individual’s health and wellbeing. In communities where many 
people face poverty, systemic oppression, poor health, and lack of access to required resources, a 
model based on changing thought patterns may not always be realistic. When CBT is applied to 
rural residents, environmental factors must be taken into consideration. As psychotherapies 
generally focus on the individual, the sociopolitical and economic factors impacting an 
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individual’s wellbeing are often overlooked. For clients who are living in poverty, experiencing 
racism or structural oppression, CBT may be problematic. Baines (2017) suggests the problems 
inherent living in poverty can impact negative thoughts and mood and may not be helped 
through challenging thoughts and changing behaviours. A skilled CBT professional can identify 
these factors and incorporate such knowledge into treatment to achieve improved outcomes and 
better support client’s needs. 
Overall, CBT holds promise in supporting the mental health and wellbeing of rural 
residents through short-term, goal-based interventions that can be delivered by qualified 
practitioners. CBT can be conducted in the traditional face-to-face, online, or as a self-guided 
practice. There are benefits to social workers providing CBT as they carry skills in advocacy and 
addressing systemic oppression while considering the interplay of formal and informal systems. 
CBT is proven to lessen symptoms of anxiety, depression, and stress, while increasing personal 
resilience and wellbeing through activities that can be practiced both in session and 
independently. 
Solution-Focused Brief Therapy 
 
Solution-focused brief therapies (SFBT) are founded on the rationale that there are 
exceptions to every problem and through examining these exceptions and having a clear vision 
of a preferred future, client and practitioner can collaboratively generate ideas for solutions. 
SFBT sessions are both competency-focused and future-focused. Time is dedicated to help 
clients highlight and utilize their strengths to enable a more effective future. 
In recent years, psychotherapies started evolving from lengthy to short forms of treatment 
and from cure to prevention, resulting in a shift from mental illness to mental health (Bannink, 
2007). Through this evolution, therapists have adopted an empowering role, coaching clients in 
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exploring their own way of solving their problems and thereby using their own competence to 
the greatest extent possible (Bannink, 2007). SFBT supports this evolution and abandons the 
traditional medical model in which the therapist is viewed as the expert. In SFBT, the focus is 
placed on a person’s present and future circumstances and goals rather than on their past 
experiences (Antin, 2018). Since SFBT is goal-focused, it aims to develop realistic solutions as 
quickly as possible rather than engaging in long-term therapy. When clients are experiencing 
difficulties, SFBT can be used to find tools they can use immediately to manage symptoms and 
cope with challenges. SFBT is grounded in the belief that although individuals may already have 
the skills to create change in their lives, they often need assistance in identifying and 
strengthening those skills (Antin, 2018). As stated by Bannink (2007), SFBT inherently proposes 
the following: “the development of a solution is not necessarily related to the problem; the client 
is the expert; if it is not broken, do not fix it; if something works, continue with it; if something 
does not work, do something else” (p. 88). 
In SFBT, coping questions are used to demonstrate client’s resiliency and emphasizes 
resources clients may not realize they possess (Harvard Health Publishing, 2006). Miracle 
questions are used to help clients envision a future in which the problem is absent, allowing them 
to explain how their lives may look different if the problem was nonexistent (Antin, 2018). 
Clients are then assisted in identifying small and practical steps they can immediately take 
toward change. Scaling questions are commonly used in SFBT to see how far the client has 
come, where they are going, and how close they are to the goal (Harvard Health Publishing, 
2006). Scaling questions are helpful in extracting motivation, confidence, and hopefulness of 
clients in therapy, particularly in individuals who have difficulty verbalizing their experiences 
may find this approach more helpful. 
29 
 
SFBT methods have been successfully used for the treatment of alcohol and drug abuse, 
mood disorders, and adolescent delinquency (Harvard Health Publishing, 2006). However, SFBT 
does come with limitations and is not suitable to all clients, particularly those with complex and 
chronic conditions. The focus on quick solutions may result in important issues being missed. 
The short-term nature of SFBT may inhibit an emotional and empathetic relationship between 
client and practitioner to develop. According to Harvard Health Publishing (2006), recent studies 
have declared SFBT techniques to be more effective than no treatment in a number of mental 
illnesses. 
Despite the noted limitations, SFBT is a particularly suitable approach for rural 
communities. Many traditional therapies focus on the past to better understand present problems 
which can be time consuming and requires great professional skillset. SFBT techniques can build 
upon some of the strengths often found among rural people, such as stoicism and self-reliance, 
while providing them with immediate tools to cope with their current issues. Further, Bannink 
(2007) suggests that when SFBT is applied to front line mental health care waiting lists will 
become shorter and more clients can be efficiently treated. 
Narrative Therapy 
 
Human beings are distinct in that we have the capacity to use our language abilities to 
construct personal narratives that are central to our ability to symbolize experience, both to 
ourselves and to others (Gonçalves et al., 2004). At a biological level, narrative is an essential 
process that facilitates the integration of our personal experiences by means of coordinated 
action from a diverse array of brain structures and processes (Gonçalves et al., 2004). Almost 
every brain structure is involved in the process of narrative construction, indicating that not only 
are we narrative beings on a psychosocial level, but on a biological level as well (Gonçalves et 
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al., 2004). A central premise of narrative therapy is the idea that the world is not a function of 
what exists, but rather of what happens. This notion of what happens is a crucial element of the 
narrative process. Gonçalves et al. (2004) state the idea of psychopathology is not the result of an 
underlying internal mechanism (biological or psychological) but a product of the individual’s 
narrative construction. 
In psychotherapy, much more takes place than the reduction of client’s symptoms and 
complaints. No matter the theoretical orientation of the practitioner, clients always bring stories 
of their lives to therapy. The narrative approach is based on the notion that people construct 
narratives to define themselves and give meaning to their daily experiences and life events 
(Lopes et al., 2014). The central task of psychotherapy is to transform client’s maladaptive 
assumptions and pathogenic meanings to ones that rekindle hope, enhance mastery, and increase 
self-esteem (Gonçalves et al., 2012). In narrative therapy, clients transform themselves by 
changing the stories they tell about their lives (Gonçalves et al., 2009) and narrative therapists 
recognize that individuals, families, and cultures each come to create their own truths. 
Psychological suffering is viewed as a problem-saturated way of constructing life stories 
and a person’s identity and these rigid self-narratives can constrain a person’s actions, feelings, 
and thoughts and obscure life alternatives (Lopes et al., 2014). The use of narrative techniques 
allows the construction of a new self-narrative that is more flexible and adaptative in which the 
former maladaptive assumptions were revised and transformed, resulting in life stories that are 
richer and more gratifying (Gonçalves et al., 2012). 
Key aspects to narrative therapy are identified by Vromans and Schweitzer (2011) to be 
an equitable therapeutic relationship, identifying problem stories, developing and enriching 
preferred stories, and the living and witnessing of preferred stories. In the narrative process, the 
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client and therapist tell and retell stories from the client’s life in order to find themes, identify 
positive coping strategies, and reframe problems to help the client approach them differently. 
Narrative therapists facilitate the development, telling, and retelling of stories from people’s lives 
that speak of the experiences and intentions that they prefer (Combs & Freedman, 2012). 
Through these tellings, clients are able to experience possibilities that are not evident in the 
problem story. Differing from CBT and SFBT, narrative therapy is not a problem-focused 
approach, and the intention is for clients to immerse themselves in life stories that offer different 
possibilities and directions than those offered by the problem stories (Combs & Freedman, 
2012). It is from within these stories that people’s relationships to the problems change. 
Narrative therapy encourages clients to tell and retell their stories in order to gain perspective 
and find new meanings in the events and problems of their lives. Since narrative therapy views 
people as separate from their problems, clients gain distance from the issue to see how it may be 
helping or hurting them. From a narrative approach, practitioners seek to find the buried stories 
that can be rewritten and woven into the ongoing and future story of their lives. 
Since a narrative therapist can relinquish the role of expert and assume a respectful, 
collaborative relationship with a client based on a recognition of the client’s strengths and 
uniqueness, the likelihood of role conflict in different situations is reduced (Ginter & Brownlee, 
1995). According to Ginter and Brownlee (1995), a therapeutic relationship based on mutuality 
and respect is more likely to lead to acceptance within a rural community. Further, narrative 
social work practice may also allow a worker to approach a wider range of problems without 
feeling inadequate and helpful regarding what they have to offer. For these reasons, narrative 
therapy is a pragmatic approach to rural practice. 
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Trauma Informed Care 
 
Trauma is universal. It does not discriminate; we ourselves, our friends, family, 
neighbours and the people around us may experience it. Trauma can be physical, emotional, 
psychological, or sexual. It can be experienced at any life stage and the consequences can be 
profound. Services can harm clients if there is a lack of understanding of the effects of trauma 
from various adverse life events on an individual’s functioning. In any context, being trauma 
informed means understanding the ways in which victimization, violence, and other experiences 
of trauma may have impacted the lives of service users. This understanding is then applied to the 
design of systems and provision of services, so they accommodate trauma survivors’ needs and 
are consonant with healing and recovery (Carello & Butler, 2015). 
A trauma-informed organization provides care, compassion, and respect toward clients 
 
and staff with the understanding that each individual may have experienced trauma in their 
lifetime. The goal of a trauma-informed practice is to meet clients who have lived through 
trauma where they are at in their healing journey and prevent re-traumatization. Regardless of 
the organization’s mandate, a trauma-informed approach is committed to providing services in a 
compassionate and welcoming way that is special to the needs of trauma survivors (Harris & 
Fallout, 2001). 
When clients seek support at addiction and mental health services, it is rarely for past or 
current trauma (Harris & Fallout, 2001). Rather, services are often sought because the presenting 
problems are more immediate and obviously connected to the mission statement of the agency. It 
is not uncommon for systems to serve individuals without even being aware of the trauma that 
occurred. This lack of awareness can result in failures to make appropriate referrals for trauma 
specific services and can also result in inadvertent re-traumatization when a service system’s 
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usual operating procedures trigger a re-emergence or an exacerbation of trauma symptoms 
(Harris & Fallout, 2001). Carello and Butler (2015) outline five principles that are fundamental 
to creating and sustaining trauma informed settings: establishing safety, developing trust, 
maximizing choice and collaboration, and prioritizing empowerment. Although these principles 
are central to all good clinical practice, they are essential when supporting individuals with 
trauma history. 
While trauma is universal, it is also highly personal. Rather than seeking to understand a 
symptom or problem, a trauma informed approach emphasizes understanding the whole 
individual and appreciating the context in which that person is living their life (Harris & Fallout, 
2001). Alberta Health Services shares the following: 
Many of the people we interact with every day have been affected by overwhelming 
stress or traumatic experiences. Traumatic experiences change a person and can create 
turmoil within a person and in their life. This is especially true if events and/or conditions 
happen in childhood. The consequences of trauma are far reaching and can be directly or 
indirectly linked to mental illness, addictions, chronic disease, suicide, and overall, a 
failure to thrive (2021d). 
By introducing trauma-informed care, general knowledge about trauma and the impact is gained 
and healing is initiated through connection and sharing knowledge and resources (Alberta Health 
Services, 2021d). Considering how common trauma is, Tello (2018) suggests we do not 
necessarily need to question people about their experiences, rather we should assume they may 
have this history, and act accordingly. 
Considerations for working with Indigenous Clients 
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Mental health problems are reflections of ordinary human vulnerabilities and can be 
found in every population. However, the disproportionately elevated rates of suicide, addiction, 
and domestic violence and the pervasive demoralization seen in many Indigenous communities 
can be readily understood as both direct and indirect consequences of the history of colonization, 
cultural oppression, loss of autonomy, dislocations and disruptions of traditional life-ways, and 
disconnection from the land (Kirmayer & Valaskakis, 2009). These concerns have had 
devastating intergenerational impacts on Indigenous peoples in Canada (Nuttgens & Campbell, 
2010). In Alberta, approximately 268,640 people self-identify as Indigenous and are classified 
into three groups: First Nations, Metis, and Inuit (Statistics Canada, 2019). The three treaty areas 
in Alberta are Treaty 6, Treaty 7, and Treaty 8 and nearly all of northern Alberta rests in Treaty 8 
territory (Alberta Regional Professional Development Consortia, n.d.). There are 46 diverse First 
Nations and 8 formal Metis settlements in the province (Alberta Regional Professional 
Development Consortia, n.d.). Approximately 25 of the First Nations Communities are in the 
north zone as well as 7 of the Metis settlements. With a significant Indigenous population in 
Alberta, it is important to acknowledge the possibility of alternative approaches to mental health 
counselling that may vary from traditional western approaches. 
In many settings, Indigenous peoples may underutilize mental health services because of 
lack of access, stigma, and mismatch with their needs and expectations (Gone & Kirmayer, 
2020). Mainstream western conceptions of wellness and illness tend to focus on individualism 
and reductionism (Shaw et al., 2019). In contrast, Canadian Indigenous peoples view wellness as 
harmony amongst four dimensions of being: mental, physical, spiritual, and emotional (Shaw et 
al., 2019). The inherent belief in non-interference and collectivism can require mental health 
practitioners to consider a treatment approach that may stray from western approaches. Shaw et 
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al. (2019) stress the importance of noninterference as both a cultural feature and value that 
influences the therapeutic alliance between Indigenous clients and non-Indigenous mental health 
practitioners. In a study by Smith and Morrisette (2001), the need to establish strong therapeutic 
relationships was a central theme identified (as cited in Shaw et al., 2019). 
As a step toward building a trusting therapeutic alliance, non-Indigenous practitioners 
may benefit from embracing the principal of Two-Eyed Seeing, first brought forth by Mi’Kmaw 
Elder Albert Marshall: 
We often explain Etuaptmumk - Two-Eyed Seeing by saying it refers to learning to see 
from one eye with the strengths of Indigenous knowledges and ways of knowing, and 
from the other eye with the strengths of Western knowledges and ways of knowing ... and 
learning to use both these eyes together, for the benefit of all (Institute for Integrative 
Science and Health, n.d.). 
Two-Eyed Seeing encourages mental health practitioners to equitably embrace multiple 
perspectives and the coexistence of cultures. Non-Indigenous mental health practitioners may 
better support their clients by straying from the traditional approach of integrating or combining 
other ways of knowing into western models, and move toward coexistence as a guiding 
framework. 
When providing mental health services to Indigenous clients, Nuttgens and Campbell 
(2010) emphasize the importance of practitioners understanding the historical, political, and 
cultural factors that give shape to Indigenous worldviews. Understanding different worldviews 
can help practitioners to reduce undue bias and the imposition of one’s own values onto clients. 
Further, this awareness can serve to reduce the occurrence of unintentional racism, while 
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increasing our receptivity to the existing strengths, resources, and traditional healing practices 
within Indigenous cultures (Nuttgens & Campbell, 2010). 
Mental health service utilization is a function not only of the prevalence of specific 
conditions or concerns, but also how people interpret their symptoms and suffering and decide to 
seek particular forms of help (Gone & Kirmayer, 2020). Gone and Kirmayer (2020) note this 
process of decision making and help seeking is grounded both in cultural knowledge and 
practices, as well as local resources and available pathways to care. Conventional mental health 
models may not reflect the ways in which Indigenous peoples think about mental health services. 
To best support Indigenous clients, mental health practitioners may wish to explore what views 
of healing the individual and community hold, and how that can be supported alongside western 
approaches, when appropriate. 
Online Counselling 
 
Online counselling refers to counselling activities that use the computer as the primary 
medium. This can occur through email, text messaging, video conferencing, online chat, 
messaging, or internet phone. This type of counselling differs from traditional counselling in that 
the client and practitioner are not in the same physical space and there is no physical face-to-face 
interaction. Research suggests that online therapy may be effective in the treatment of a number 
of health issues (Cherry, 2020) and may be particularly useful to those who live in rural areas 
where access to in-person mental health services may be limited. The internet offers mental 
health professionals unprecedented opportunities to provide services to persons who may not 
otherwise present for treatment. Amid the global pandemic in-person interactions became much 
more difficult to provide, creating an even greater need for virtual services than ever before. 
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There are many other terms that refer to online counselling: online therapy, Internet 
therapy, internet counselling, e-therapy, e-counselling, tele-therapy, and virtual therapy. For the 
purpose of this literature review, the terms will be used interchangeably, and online counselling 
will be the predominant term. 
Supporting Literature 
 
Literature indicates online counselling can be advantageous for rural and remote 
residents. Online counselling overcomes problems of distance, enabling psychological help to be 
available to many people who may otherwise not participate. Although attitudes amongst rural 
and remote residents can impede help seeking from health professionals, Griffiths and 
Christenson (2007) suggest they might also provide a key to developing improved models for 
mental health service delivery in rural areas. Specifically, a culture of self‐reliance might be 
conducive to the use of self‐help methods for addressing mental health problems through 
internet-based therapy programs like CBT (Griffiths & Christenson, 2007). As stated by Handley 
et al., (2014) there is a strong body of evidence emerging to suggest that internet-delivered 
mental health treatments provide an effective treatment option and result in improvements in 
mental health similar to those achieved by in-person therapy. It has been suggested that tailoring 
internet-delivered programs to rural and remote settings may overcome many of the treatment 
barriers experienced by these populations (Handley et al., 2014). Study findings by Handley et 
al. (2014) suggest that internet-delivered treatments have the ability to facilitate contact with 
mental health services among a substantial group of people who may otherwise not receive 
assistance. Online counselling can help ease isolation when other sources of information and 
assistance are some distance away (Chester & Glass, 2006). 
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Skinner and Zack (2004) describe online counselling as effective and convenient, 
emphasizing that it is not about replacing human interaction, but increasing it. Other benefits of 
this modality include ease of supervision, flexibility in time, and ease of access for those 
confronted by barriers (i.e., elderly, physical disabilities, sickness, busy schedules). The ability to 
communicate in writing, such as through email, may be beneficial to those who have difficulty 
expressing themselves verbally. Certain clients may find the online environment less threatening 
and as a result, are more open and honest in their online expressions. The range of issues that can 
be treated online is broad. Mood and anxiety disorders, addiction, eating disorders, trauma- 
related issues, interpersonal violence, stress, and loneliness are just some of the issues that have 
been successfully treated online (Andersson, 2018). 
Practitioners have identified a range of advantages to online counselling. Research by 
Chester and Glass (2006) showed 85% of practitioners listed access and flexibility as the 
strongest perceived advantages. The visual anonymity of online counselling has been associated 
with decreased defensiveness and may minimize social cues, creating an illusion of privacy that 
may decrease perceptions of interpersonal risk and allow for easier communication about 
emotional issues (Chester & Glass, 2006). This may be particularly relevant to clients with 
feelings of shame or embarrassment that may otherwise be difficult to discuss. Stigma and 
stereotypes associated with physical features may be avoided through online counselling, along 
with the stigma that is often associated with seeing a mental health professional (Chester & 
Glass, 2006). A series of studies showed online counselling to have equivalent overall effects 
while being more cost-effective (Andersson, 2018). While there will always be a need for 
traditional face-to-face treatment, online therapy offers an alternative for those who cannot, or 





Previous decades saw intense debates about the effectiveness and even ethics of online 
counselling. With its exponential growth in popularity, professional associations and individual 
practitioners have adapted prioritizing the minimization of potential risks in virtual mental health 
provision. It is important to note that this mode of practice is not suitable for everyone and 
cannot be appropriate in all circumstances. Considering that the availability of internet access 
decreases with increasing remoteness, additional barriers may affect rural and remote 
populations wishing to access internet-delivered treatments, jeopardizing both the reliability and 
promise of these approaches in the very populations in which they are thought to have the most 
utility (Handley et al., 2014). An online counsellor who is geographically remote may lack 
appreciation of the client’s specific location conditions, events, and cultural issues and this could 
limit counselling interventions, or lead to the use of inappropriate approaches (Chester & Glass, 
2006). It is also possible that a geographically remote counsellor may misinterpret the feelings, 
thoughts, or behaviours of a client due to differences in cultural norms. To minimize this risk, 
Chester and Glass (2006) recommend counsellors familiarize themselves with recent local events 
and cultural norms. 
Research in online counselling considers whether it is possible to establish a therapeutic 
relationship online. The therapeutic alliance can be described as the extent to which the 
relationship between the client and the therapist is trusting and collaborative. According to 
Ledley et al., (2010) a good relationship between client and therapist is, at the very least, 
considered to be the foundation from which all therapeutic work takes place. The relationship 
between the therapeutic alliance and treatment outcome tends to be stronger than the relationship 
between specific therapy techniques and treatment outcomes (Ledley et al., 2010). Norcross 
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(2002) reports the therapeutic alliance accounts for approximately 30% of change in 
psychotherapy (as cited in Ledley et al., 2010). 
In traditional face-to-face counselling it has been acknowledged that the absence of the 
therapeutic alliance or the failure of it to develop is a likely indication that the therapy will be 
unsuccessful (Richards & Viganó, 2013). There is concern that online counselling poses a 
challenge to create equally meaningful relationships that have a significant impact treatment 
outcome. Part of this concern stems from loss of the visual and verbal cues that convey subtle 
information about a person. Without sufficient presence of visual and vocal cues, therapists and 
clients may face difficulty, or even inability to establish a strong therapeutic relationship 
foundation (Lau et al., 2013). While this was previously discussed as an advantage to online 
therapy, others have raised concerns about the impact on the therapeutic alliance. Practitioners 
may try to prioritize use of video counselling as to not miss verbal and vocal cues, enhancing the 
therapeutic relationship. Although the therapeutic alliance is a highly individual experience, 
research is increasingly supporting the feasibility of developing therapeutic relationships online 
with modest to high alliance scores consistently found (Richards & Viganó, 2013). 
Neglecting to use encryption software has implications for both confidentiality and 
security issues and those seeking online counselling services may wish to assess the privacy 
measures of their service provider (Chester & Glass, 2006). Lack of environmental privacy and 
interruptions such as technical problems may also hinder the online counselling experience 
(Cipolletta et al., 2018). It is argued that it is impossible to offer counselling services and 
guarantee zero risk. Segall (2000) states online counselling is just as safe as talking to a 
counsellor in person, as both are confidential and neither are perfect (as cited in Chester & Glass, 
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2006). Clients may be seen entering counselling offices and walls may be thin, posing risk to in- 
person counselling as well. 
Summary 
 
As can be seen by the review of the literature presented, there are reasons to both support 
and refute the practice of online counselling. In many cases the reasons to support it are 
intimately tied to the negative aspects charged against this medium of counselling. For instance, 
although the absence of face-to-face contact and visual cues may put the counsellor at a 
disadvantage, for some clients the distance afforded by online counselling may allow more 
complete and open communication. Both the client and practitioner are responsible for 
maintaining confidential interactions and with proper ethical guidelines, the potential benefits of 
online counselling may outweigh the potential risks. This may be particularly true for rural 
residents who may otherwise not receive any treatment at all. 
Chapter conclusion 
 
Rural communities face mental health dilemmas in service delivery and accessibility that 
require education, awareness, and purposeful interventions (Crosby et al., 2012). The use of 
online and long-distance technology with trained practitioners may be one of the best ways to 
provide mental health services in rural and remote areas. It is increasingly important to 
collaboratively develop holistic and sustainable services that respect the unique relationships 
between rural and remote people and the settings in which they live. 
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Chapter 4: Learning Experiences 
 
In this section, I provide a description of my learning activities and specific tasks I did to 
achieve my learning goals as stated in chapter one. It is organized by the key practicum tasks: 
orientation, caseload, single sessions, supervision, and mentorship. 
Orientation 
 
The first week of my practicum was dedicated to orientation. During our virtual 
orientation meetings, my agency supervisor provided a thorough explanation of the duties and 
responsibilities of both the Virtual Mental Health Therapist and the Addiction and Mental Health 
sites that are approved to receive support through the program. My supervisor explained that it is 
important for everyone to be on the same page in order to maximize the effectiveness of the 
Virtual Mental Health Therapist. The overarching goal of the Virtual Mental Health Program 
(VMHP) is to reduce waitlists in underserved locations and to be an encouragement to local staff, 
knowing that extra support is being provided to them (G. Cornelsen, personal communication, 
May 5, 2021). 
The central role of the Virtual Mental Health Therapist is to carry a caseload of short- 
term clients. In the VMHP, sessions are conducted through Telehealth, Zoom, Skype, and 
telephone. A significant portion of the orientation week was dedicated to setting up the required 
technology, completing the associated training, and familiarizing myself with the technologies in 
order to feel confident using them during client sessions. Part of my learning goals for 
orientation week was to familiarize myself with AHS Addiction and Mental Health policies and 
procedures, reread the CASW Code of Ethics, and review relevant Acts in Alberta. I chose to 




During orientation my supervisor informed me which communities I would be 
supporting. The majority of my time would be dedicated to the inhabitants of High Level, La 
Crete, Fort Vermillion, Rainbow Lake, Paddle Prairie, and members of the Dene Tha’ First 
Nation. I would also be offering support to clients from the communities of High Prairie, 
McLennan, Donnely, Falher, and Eaglesham. An important part of preparing to meet with clients 
was to familiarize myself with these communities. Although I am a northern Alberta resident 
myself, the geographical area is so vast and diverse that I felt compelled to enhance my 
knowledge of each community in order to best serve clients. I used the internet to get a sense of 
their geographical locations, services and resources available, industry, cultures, and any 
significant historical events. La Crete, for example, has a large Mennonite community and my 
supervisor stressed the importance of understanding the religious, political, and familial beliefs 
of this population. While I have had significant experience working with Cree populations prior 
to starting practicum, the history, traditions, and values of the Dene Tha’ were unfamiliar to me 
and I dedicated time to educating myself in these areas. High Level and the surrounding 
communities were forced to evacuate due to wildfires in the area in 2019 and this was an 
example of a recent event that a geographically remote clinician should be aware of. 
In previous practicum placements, conducting agency visits was an essential component 
in order to have sufficient referral information for clients should they need to be connected to 
other services or agencies. I felt this was a key task to complete in the beginning of my virtual 
practicum as many people who experience mental health issues can benefit from, if not require, 
additional support. I made effective use of the internet to explore what was available to 
individuals in their communities. Completing this task in the first week of practicum proved to 
be more challenging since I was not physically in the communities I was supporting and not all 
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information I sought was available online. Local clinical supervisors and administrative staff 
proved to be excellent sources for these types of information and helped to fill the gaps that were 
missing from the internet. 
Supporting multiple communities meant learning staff roles and procedures of various 
offices. Although all of the offices are under AHS Addiction and Mental Health, each office was 
somewhat different in their referral process, documentation standards, assessment tools, and 
employee job descriptions. In addition to reporting to my agency supervisor, any concerns about 
client risk or procedures specific to an office needed to be directed to the local clinical 
supervisors. 
A critical task of orientation was for my supervisor and I to discuss which clients are 
deemed appropriate for virtual services, what criteria is used, and how to assess client suitability. 
My supervisor shared the following: 
1. People aged 18 to 30 tend to feel more comfortable with Telemental Health and have 
the best outcomes. 
2. Younger middle-aged clients may not fare as well immediately, but are able to adapt. 
 
3. Later middle aged clients did not seem to do well with the virtual model. 
 
4. Later middle aged Indigenous clients, among the adult population, respond even 
less effectively to this type of therapy. 
5. The demographic that struggle the most with this modality, however, are children aged 
12 and under (G. Cornelsen, personal communication, May 8, 2021). 
We also discussed the suitability of clients who present with elevated suicide, homicide, or 
domestic violence risk levels. My supervisor advised that clients who are at medium to high risk 
are generally not candidates for virtual services due to safety concerns. This does not mean 
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clients who present with some degree of risk cannot be supported through the VMHP, rather 
certain precautions are to be taken. Clients who present with elevated risk are to be seen at an 
AHS Telehealth site, preferably at a healthcare clinic or hospital so that medical staff are 
available should the client’s mental state deteriorate or prove worse than initially assessed. For 
clients who choose to do their appointment from home, my supervisor taught me to confirm that 
it is safe for the client to proceed with their counselling session at the beginning. This is 
especially important if there is risk of domestic violence. I was also instructed to confirm the 
physical location of clients attending sessions through video or telephone that were not at 
designated AHS sites, in the event that emergency services needed to be sent. By the end of the 




Managing a caseload was essential to help me reach my learning goals. This provided me 
with diverse and rich learning opportunities that helped to both strengthen and diversify my 
social work skills. My supervisor offered a balance of independent learning opportunities and 
gentle guidance as I conducted assessments and treatment plans for the clients on my caseload. I 
spoke with local clinical supervisors to familiarize myself with their assessment forms and 
documentation standards to guide my work with clients. Utilizing the strengths-based approach 
in all client interactions, assessments, and treatment plans was vital to highlight their individual 
gifts and enhance self-reliance. 
By the second week of my practicum I was seeing my first clients. Due to the extreme 
need for mental health support during the difficult months of the pandemic, I was assigned an 
exceptionally large caseload of 21 clients who were to be seen on a biweekly basis. The clients 
on my caseload were referred through two different routes: intake and walk-in. The office in 
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High Level, for example, is short-staffed and is forced to use their ‘walk-in’ day also for intakes 
if necessary. I learned that some clients had an intake assessment completed prior to their first 
appointment with me, some had a full assessment completed, and yet others had only attended a 
single-session, which meant minimal information was gathered. Although having clients at 
different stages was unexpected, it offered an excellent learning opportunity to work with clients 
at various stages of treatment. 
My ability to determine a client’s suitability for the VMHP was tested during my first 
week of seeing clients. A client who attended a single-session (walk-in) conducted by an 
addiction counsellor was referred to me for general mental health support. I met with the client 
for our first appointment through Zoom. When the client signed on to the Zoom appointment it 
was apparent that he was driving. The client was at work on a remote gravel road with poor cell 
phone service. I was unable to secure his physical location and we had connection issues 
throughout the session. The client presented with what I assessed to be high suicide risk, had a 
suicide plan and the means to follow through with the plan. Further, the client became 
increasingly agitated while I was assessing the risk level and attempting to create a safety plan. 
The client informed me he was recently diagnosed with a borderline personality disorder, had 
experienced sexual trauma throughout childhood, and recently ended his relationship with his 
spouse. The reported risk factors combined with his resistance to engage in safety planning 
indicated to me that virtual sessions were not a safe enough option for this client. I was able to 
safely wrap up our session and send the client appropriate resources, like crisis hotline numbers 
and resources for coping with suicidal thoughts that reflected the verbal safety plan. Immediately 
after the session I consulted with the local clinical supervisor and explained the situation. The 
clinical supervisor was able to gather more background information, including a psychiatry 
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report that indicated the client was recently involuntarily hospitalized under the Mental Health 
Act for suicidal behaviours and had his guns confiscated by the police. After the clinical 
supervisor confirmed that I had completed a safety plan and followed protocol, we consulted my 
agency supervisor who agreed that virtual services were too risky for this client. My agency 
supervisor also advised it was not appropriate for a client with this risk level to be seen by a 
student and because the client required services beyond the limited time frame I could offer. The 
client was referred to a mental health therapist with extensive experience working with trauma 
and personality disorders who was able to see the client in person. 
Assessments 
 
To gain a holistic understanding of the concerns that prompted clients to seek mental 
health services, a biopsychosocial approach to assessment is used by Virtual Mental Health 
Therapists. As noted in the literature review, it is valuable to consider these areas as they all 
impact mental health. Research by Meyer and Melchert (2010) indicated a biopsychosocial 
approach to assessment resulted in a more detailed and complete understanding of client’s 
development and functioning. Assessments utilizing this approach can also result in stronger 
relationships and working alliances with clients and can lead to more comprehensive and 
effective treatment plans with longer-term, more substantial outcomes (Meyer & Melchert, 
2010). Further, a thorough biopsychosocial assessment helps clinicians to understand the client’s 
perspective of what may have contributed to the onset and maintenance of the problems they are 
seeking help for. The Addiction and Mental Health sites I worked with recognize spirituality to 
be a key aspect of the healing process and required spirituality to be assessed as well. In the 
context of a mental health assessment, spirituality includes both formal religious beliefs and 
nonreligious ways of gleaning meaning and purpose in life (Gomi et al., 2014). Learning about 
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client’s spiritual beliefs helped me understand the meaning they attached to life events and also 
served as a strong coping tool for many. Encouraging clients to embrace their spiritual beliefs 
proved effective, particularly with clients working through trauma or grief. 
Part of the assessment was to collaboratively determine therapy goals with the client 
based on the symptoms and mental health concerns they presented with. Once the therapy goals 
were identified, I put together a treatment plan to help clients reach their goals. When I felt 
unsure of what therapy modality or therapeutic exercises may help the client to reach their goals, 
my agency supervisor provided guidance and suggestions. For example, I worked with a client 
was experiencing a medical-related phobia that was exacerbated by the COVID-19 pandemic. 
My supervisor explained how to use a CBT approach to manage the distressing thoughts and 
avoidance behaviours and how to incorporate exposure activities to gradually help reduce the 
client’s fears. I also saw a client who was recently diagnosed with obsessive-compulsive 
disorder. My supervisor guided me in developing a treatment plan that incorporated CBT 
techniques and exposure activities to help alleviate obsessive thinking and compulsive 
behaviours. For instance, the client and I collaboratively created an exposure hierarchy that listed 
the compulsive behaviours that were the least distressing to the ones that were the most 
distressing. I encouraged the client to start with the least distressing activity and once she 
confidently accomplished one behaviour I would support her in working on the next. 
Cognitive Processing Therapy 
 
A significant number of my clients were diagnosed with PTSD or presented with post- 
traumatic symptoms and were looking for trauma support. My agency supervisor introduced me 
to Cognitive Processing Therapy (CPT) as a way to help support these clients with the 
distressing symptoms they experience. CPT is a specific type of cognitive behavioural therapy 
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that helps people who are stuck in the thoughts about a trauma. CPT is based on a social 
cognitive theory of PTSD that focuses on how the traumatic event is interpreted and coped with 
by a person who is trying to regain a sense of control and mastery in their life (Resick et al., 
2014). As described by Tull (2021), CPT is based on the idea that post-traumatic symptoms stem 
from a conflict between pre-trauma beliefs about the self and world and post-trauma 
information. 
When using a CPT approach, the first stage is to begin by educating the client about 
trauma and PTSD. The client is then taught to identify problem areas in thinking about the event 
that are referred to as “stuck points” (Resick et al., 2014). For example, a pre-trauma belief could 
be "the world is a safe place, and nothing bad will happen to me,” while post-trauma information 
may suggest that the world is dangerous and hazardous (Tull, 2021). Next, the clinician will 
teach the client to identify and label feelings and thoughts and to recognize the relationship 
between them (Resick et al., 2014). Socratic questioning is frequently used to challenge 
cognitive distortions, particularly those related to assimilation like hindsight bias, guilt 
cognitions, or self-blame. Once the client feels confident with these aspects of CPT, the focus of 
sessions is shifted to cognitive therapy skills and finally specific topics that are likely to have 
been disrupted by the traumatic event: safety, trust, power/control, esteem, and intimacy (Resick 
et al., 2014). 
CPT strategies proved to be an effective approach for my clients who had experienced 
severe trauma. For instance, one of my clients had been sexually abused by close family 
members throughout childhood and adolescence. This resulted in distorted thoughts about herself 
and her safety in the world. These distorted thoughts led to distressing feelings and intense 
symptoms like panic attacks and dissociation. The client and I worked together to identify her 
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stuck points and gradually began to replace these inaccurate thoughts with more accurate ones, 
which led to a decrease in the manufactured emotions she had experienced over the years. 
Presley explains the difference between natural and manufactured emotions: 
 
Natural emotions are hard-wired, common, biologically driven emotions. These emotions 
are those that come automatically, such as sadness when a loved one passes away or lust 
when we see someone attractive. Natural emotions need to be felt, run their course and 
acknowledged. They are like a fire — they burn strong and bright for a bit, but without 
logs or lighter fluid, will eventually die down. They will dissolve on their own when felt. 
On the other hand, manufactured emotions are emotions that are not hard-wired, 
biologically driven or automatic. They are created as a result of our thinking or how we 
view the world. These emotions are like lighter fluid or logs, keeping the natural emotion 
burning brighter longer. The manufactured emotions keep the fire burning, keeps your 
anger bubbling, and keeps your sadness simmering. When we work through our thoughts 
and allow ourselves to truly feel the natural emotions, we will quit squirting lighter fluid 
on the natural emotions and allow ourselves to heal (2020). 
Distinguishing between natural emotions like grief, and manufactured emotions like self-blame 
helped the client to shift her thinking about the events. 
Feedback about virtual sessions 
 
Amidst the global pandemic most services, both essential and non-essential, had to switch 
to virtual options to some degree. Due to the increase in the use of virtual communication, I had 
prepared myself to receive client feedback that was not in favour of the virtual mental health 
option. Understanding that many people have started to experience virtual fatigue, I dedicated 
the last few minutes of client’s first appointments to ask for feedback about the virtual session. 
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Clients had the option to wait for in-person counselling if they felt virtual was not a fit for them. 
To my surprise, each client who attended their first virtual appointment, even those who were 
initially hesitant, provided positive feedback and opted to book a follow-up appointment. One 
client shared she felt more comfortable doing their sessions through Telehealth because she had 
more time to think about her responses and it felt less intimidating to her. In this case, the 
physical space provided emotional safety. Another client expressed her preference for virtual 
sessions because she was able to stay in the comfort of her own home. Many clients appreciated 
the ability to have pets or comfort items of their home around them. Eliminating the need to 
travel from their home community for a mental health appointment was frequently reported as a 
positive aspect to virtual sessions, saving both time and money. Anonymity is a known challenge 
in rural communities and clients expressed their gratitude to have counselling sessions in the 
privacy of their own home. 
The clients on my caseload did not indicate poor experiences or provide negative 
feedback about the virtual sessions. I do acknowledge clients may have experienced discomfort 
and did not feel confident to share those experiences with me. There were times that the internet 
connection was temporarily weak and communication was delayed as a result. In my experience 
clients were patient and understanding as we waited for those moments to pass. After all, rural 
residents are generally accustomed to poor internet quality from time to time. Clients were 
informed that this is a natural experience with virtual appointments, and a backup plan was 
created in the first session in the event we were disconnected. 
In any therapeutic context, active listening skills and engaging clients is crucial. I found 
this to be even truer more during virtual sessions because we were not in the same physical space 
and I had to be intentional in demonstrating my attentiveness through the phone or on camera. 
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Carrying a caseload offered me the opportunity to practice counselling skills like summarizing, 
clarifying, immediacy, holding space, and asking open ended questions to gain a deeper 
understanding of client’s concerns and lived experiences. My supervisor and I discussed the 
importance of validating client's feelings and perspectives. This proved to be instrumental in 
supporting remote northern communities where it is common for clients to wait a long time to 
speak with someone about their mental health. I learned that navigating the health system can be 
a stressful process for many, compounded by long waitlists and issues of anonymity. Validating 
the uncomfortable feelings that are attached to their experiences was key in building rapport and 
moving forward with treatment. 
Single Sessions 
 
I was assigned to help the community of High Level and its surrounding area with their 
weekly walk-ins that take place on Thursdays. Conducting single sessions in my practicum was 
an unexpected yet a welcomed task. The local supervisor explained that single-sessions were 
intended to focus on one issue and could also serve as an intake appointment if the client needed 
ongoing support. Single-sessions were conducted through Telehealth, Zoom, or telephone and 
lasted about 30 minutes on average. Single-sessions provided an excellent opportunity to practice 
and strengthen solution-focused brief therapy skills. 
Solution-focused techniques require clinicians to focus on the present and future 
circumstances rather than the past issues or symptoms that prompted clients to seek support. The 
goal of the single-sessions was to offer a safe environment for clients to express themselves and 
to provide coping strategies to help manage their immediate challenges. For example, one client 
called in because she was experiencing high levels of stress related to lateral violence, addiction 
in the family, and her daughter’s suicidal behaviours. Supportive listening was the focus of our 
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session and at the end I guided her through a deep breathing exercise that she could use in the 
future to help counteract her activated anxiety response. The client expressed her gratitude for 
the psycho-education briefly provided about the fight/flight/freeze and rest and digest responses 
and why deep breathing is a helpful tool to counter anxiety and stress. 
Some single-session clients were looking to be connected to other supports like Addiction 
Services. The local supervisor encouraged me to pause the session if possible, contact him for 
guidance, and then resume with the client with a plan of action when referrals or other support 
was needed. On a few occasions I did briefly end the telephone session to speak with the local 
supervisor and then called the client back to gather referral information and complete the session. 
Clients were grateful that I was connecting them with the resources they needed and were 
supportive of us taking a pause mid-session. 
Supervision 
 
My agency supervisor and I met through Zoom on a weekly basis for our supervision 
meetings. Supervision in the VMHP program looked different than in previous practicum 
placements because we were not in the same physical space. I found my supervision time to be 
just as meaningful and helpful as in-person interactions, if not more so. Much like my clients 
who expressed feeling more comfortable virtually, I shared this experience during supervision. I 
prepared myself for these meetings by bringing cases to review and any questions I was hoping 
to receive guidance on. Case reviews were not limited to those I required support with and we 
aimed to discuss cases that were going well or were interesting. My supervisor has more than 30 
years of experience in the counselling profession and was generous in sharing therapeutic 
approaches, ideas, and tools. 
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My agency supervisor treated me as an equal and explained the importance of co- 
learning. He demonstrated humble leadership in all of our interactions and he was just as 
interested in my thoughts and ideas as I was about his. He challenged me to consider different 
perspectives and encouraged me when I felt I could have conducted a session differently. For 
instance, I had a telephone session with a client whose past trauma had recently been triggered. I 
set aside our therapy goals and session plan in favour of supportive listening and later wondered 
if I should have refocused the session to follow the treatment plan. My supervisor reminded me 
of the importance of being present and attuned to our client’s immediate needs. He assured me 
that holding space for the client’s pain was good therapy in itself. 
Other topics covered during supervision included social work values, the importance of 
self-care and self-awareness, and how being a generalist is uniquely important in rural settings. 
One situation about self-awareness that we debriefed was that while meeting with a client over 
Zoom for the first time, I observed myself having a strong reaction to his behaviour. The client 
began texting on his cell phone in the middle of our session and the phone was positioned in a 
way that it covered the entire view. My initial reaction was anger and I immediately checked-in 
with myself to explore this. I realized that I was reacting from the perspective that his behaviour 
was socially inconsiderate and also because I felt our time together was precious given long wait 
times for mental health services. When the client did this for a second time in the session, I felt 
the same emotion come over me and asked the client if it was still a good time to have our 
session, considering he was not engaging with me in those moments. The client explained that he 
had taken time off of work for this appointment and was texting to find a ride back to work 
afterwards. For this client who resides in an isolated First Nation community and experiences 
transportation issues, finding a ride to work was equally as important as his appointment. This 
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served as a reminder to consider the meaning behind people’s actions and not jump to 
conclusions based on my own thoughts or feelings. My supervisor and I debriefed this 
experience as an example of why self-awareness in the social work profession is essential. This 
session also served as a reminder to discuss virtual appointment etiquette when first meeting with 
clients. 
I grew increasingly confident in CBT and solution-focused skills because many of my 
clients’ issues were suitable for these forms of talk therapy. Around the mid-term point I began to 
feel worried that I was underutilizing narrative techniques with my clients. My supervisor 
brought to my attention that I was weaving aspects of narrative therapy into my sessions with 
clients. Externalization is a narrative therapy tool I used with clients to help create distance 
between themselves and their problems in order to focus on changing unhelpful thoughts and 
behaviours. Many clients engaged in storytelling to explain past experiences and current mental 
health issues. Assisting clients to shift from problematic stories to alternative stories helped them 
to reevaluate the stories placed on them by others or society. 
I looked forward to the weekly supervision meetings knowing I would be greeted with 
empathy, encouragement, and patience. My agency supervisor placed unwavering trust in my 
ability to deliver effective virtual counselling and supported my growth in a non-judgmental 




My agency supervisor is a registered social worker, however his graduate degree is in 
counselling and I was required to have an MSW mentor as well. The role of my MSW mentor 
was to offer a social work perspective on topics such as ethical practice and social work 
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principles in the context of my practicum setting. My mentor is also an AHS employee in the role 
of an Addiction Counsellor. Her proficiency in addiction counselling was complimentary to my 
agency supervisor’s mental health expertise. 
My mentor and I had biweekly Zoom meetings in which we discussed ethical 
considerations, self-care, therapeutic strategies, and to share social work resources and tools. 
Completing a virtual practicum led me to consider ways in which technology requires social 
work practitioners to critically think about boundaries, self-disclosure, dual relationships, and 
privacy. An example of an ethical issue my mentor and I discussed was whether or not it is 
appropriate to search clients on the internet. After our discussion, my mentor found literature and 
CASW guidelines about social media and social work practice for me to review. I learned that 
internet use adds a layer of ethical considerations to social work practice, requiring practitioners 
to be mindful and accountable of our online actions. 
Self-disclosure 
 
Self-disclosure was an ethical topic I often reviewed with my agency supervisor. He 
encouraged me to also discuss this with my MSW mentor to gain her perspective. I observed I 
was self-disclosing more personal information with virtual clients than I would in face-to-face 
interactions. Although I felt confident the information I shared with clients was appropriate, any 
ethical consideration benefits from engaging the viewpoint of others. My mentor explained self- 
disclosure can be a helpful tool in building a therapeutic alliance, so long as the purpose is to 
help the client and not to meet the practitioner’s own needs. She emphasized the importance of 
demonstrating that practitioners are human too and that connecting on a human-to-human level 
can help create a safe environment. 
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Self-disclosure is an example of how Indigenous worldviews and Western social work 
values differ. For instance, I observed that Indigenous clients were generally more interested in 
learning about me and I was often asked where I was from and if I have family or children. Like 
most social workers, I was taught to limit self-disclosure in the professional setting and initially 
felt hesitant to share personal information, fearing it was unethical to share my experiences. I 
have learned that it is acceptable and essential to share parts of who I am, in an appropriate 
manner, in order to build authentic and trusting relationships with Indigenous and non- 
Indigenous clients alike. 
One client was apprehensive about attending Telehealth sessions at the local Addiction 
and Mental Health office because he knew the administrative staff from other social settings and 
was worried his privacy may be jeopardized due to the public location. I validated his feelings by 
sharing I am from a small town myself and understand that something like having your vehicle 
parked outside of an agency can result in loss of anonymity. By sharing a small piece of personal 
information with this client, his feelings were validated and understood, and this helped to build 
a therapeutic alliance. The client and I proceeded with telephone sessions to protect his privacy 
and he expressed appreciation that he was able to receive mental health services from his home. 
At the end of my practicum this same client declined in-person services in favour of telephone 
sessions. He stated he would not engage in counselling if he could not receive virtual services. 
This emphasized the fact that some people will opt not get the treatment they need when they 
fear their anonymity will not be protected in the rural setting. 
My MSW mentor also served as an excellent resource for treatment manuals, assessment 
tools, and client worksheets. She graciously answered any questions I had about addiction and 
addiction-related services and shared her social work experiences with me. She consistently 
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encouraged me and provided me with emotional support throughout my practicum. The MSW 
mentorship was a highlight of my practicum and I hope to serve as a mentor in the future. 
Chapter conclusion 
 
Overall, my practicum was immensely rewarding and allowed me to fulfill and exceed 
the learning goals and objectives I had made going into it. I have learned valuable information 
and developed new skills as well as strengthened the skills I already had as a social worker. I 
began my practicum thinking I would need to learn a whole new skillset for virtual counselling. 
While I undoubtedly expanded my clinical social work skills, learning a whole new skillset was 
not required as face-to-face counselling skills proved to be easily transferrable to virtual sessions. 
The greatest challenge of working virtually was being geographically remote from my clients 
and each community I worked with had unique factors that impact mental health of the residents. 
This required me to dedicate extra time to familiarizing myself with each community I was 
connected with in order to offer relevant and respectful support. 
The practicum tasks provided an abundance of learning opportunities in which I was able 
to apply the knowledge learned throughout my MSW into practice. I felt honoured to be 
surrounded by the wealth of knowledge possessed by my agency supervisor and MSW mentor. I 
also felt grateful to be warmly received by local clinical supervisors and clients alike. The clients 
I worked with graciously invited me into the most intimate parts of their lives, assisting me to 
learn and grow as a social work student. The Virtual Mental Health Program taught me 
flexibility, creativity in mental health service delivery, and the value of recognizing the inherent 
strengths and gifts that each individual has. 
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Chapter 5: Implications for Social Work Practice 
 
In this chapter I briefly reflect upon my social work journey and then discuss the 
implications of my learning experiences as they pertain to the development of my clinical social 
work practice. I conclude the report with gratitude for the unique practicum experience I had. 
I joined the social work profession knowing that I was caring and compassionate towards 
others. When I started my education with a Social Work Diploma, I thought these traits would 
equate to being a successful social worker. I quickly learned that social work practice is far more 
than the natural qualities that we who are drawn to the profession possess. Being an effective 
social worker requires education, a strong skill set, and a significant degree of self-awareness in 
order to best serve clients. It requires consistent learning and unlearning while being consciously 
and critically aware of privilege and power dynamics. Working with clients in various social 
work settings inspired me to pursue my MSW to support them on a deeper level. 
Throughout my education I learned as much about myself as I did the social systems 
around me. My time in the MSW program has enhanced my knowledge of how the current and 
historical systems and policies that are in place can impact the mental health of individuals and 
communities. Northern, remote, and rural populations face special circumstances due to their 
geographical locations and these populations deserve access to mental health services to enhance 
their overall wellbeing and quality of life. My practicum deepened my understanding of the need 
for mental health counselling in these locations. The Virtual Mental Health Program proved to be 
accessible for clients and successful in delivering mental health services. 
Exploring the challenges I faced in practicum is vital to discussing implications for my 
future social work practice. Some of the challenges I faced during my practicum include: 
practicing regular self-care, working with clients who required trauma counselling that is beyond 
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my current skill set, and seeing the need for increased virtual options. All of these areas will 




An integral part of my practicum was to hold space for clients while they shared with me 
the difficult experiences they have lived through. Clients frequently described the injustices, 
abuse, racism, poverty, and adverse childhood experiences that directly impact their wellbeing. I 
felt honoured to help carry the weight of these experiences during our sessions and yet it felt 
heavy to carry at times. Both my agency supervisor and MSW mentor gently reminded me of the 
importance of committing to ongoing self-care. 
Literature by Posluns and Gall (2020) describes how stress, burnout, and professional 
impairment are prevalent among mental health professionals and can have a negative impact on 
their clinical work. Mental health practitioners work in a culture of one-way caring that requires 
demonstration of empathy, compassion, and patience without the expectation of receiving such 
care in return (Posluns & Gall, 2020). As noted by Posluns and Gall (2020), establishing and 
maintaining these one-way working relationships that consist of boundaries and a level of 
emotional involvement takes significant effort and energy that places practitioners at risk of 
negative outcomes. Self-care is critical to counter the negative effects of being a helping 
professional. Self-care means engagement in behaviours that maintain and promote physical, 
emotional, spiritual, and mental well-being that enhances the ability to refuel oneself in healthy 
ways (Posluns & Gall, 2020). 
Self-care for social workers is an integral part of professionalism and is intricately tied to 
our ability to be fully present with our clients in order to deliver care. Having a self-care plan 
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requires practitioners to turn inward and acknowledge their physical, spiritual, emotional, and 
mental needs. I have learned that physical activity and nutrition are key to taking care of my 
physical self. Guided meditation, spending time in nature, and connecting with my spiritual 
beliefs fulfil my spiritual needs. Spending time with animals, engaging in self-reflection, and 
connecting with others are activities that tend to my emotional needs. Setting goals and taking 
part in continuous learning replenishes my mental self. I make this commitment to self-care for 
personal and professional longevity while acknowledging that my self-care needs will evolve 
alongside me and an effective self-care plan must be continuously revised. 
Trauma training 
 
A central theme from my practicum that has implications for future social work practice 
is the need for trauma trained mental health practitioners in rural and remote locations. Nearly all 
of the clients I worked with reported experiencing traumatic stress in their lifetime. I am secure 
in my abilities as a trauma-informed social worker, however I recognize the need for continued 
trauma-specific training in order for me to feel confident when I am supporting traumatized 
clients with up to date knowledge and therapeutic techniques. 
Generalist mental health practitioners can be sparse in rural and remote locations and 
trauma trained practitioners are even fewer. As noted in the literature review, when a traumatic 
event happens in rural communities it impacts large numbers of people due to the interconnected 
social networks. Not only do rural practitioners need to be readily prepared to deal with 
individual trauma, they must be equipped to work with collective and intergenerational trauma as 
well. Healthy individuals create healthy communities and assisting clients to understand and 
cope with trauma is invaluable. I am inspired to seek certification in trauma-specific modalities 
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like Cognitive Processing Therapy so that I can better support my community and other rural and 
remote communities in the north. 
Continued use and advocacy of virtual services 
 
The final implication that I wish to ground is my deep understanding of the need for 
virtual mental health services that are dedicated to rural and remote locations. The feedback I 
received from clients about virtual services was one of the most impactful parts of my practicum. 
Not only was the virtual option welcomed by clients, it was even celebrated by some and 
preferred over in-person services. Barriers to accessing counselling were eliminated for these 
clients and I wholeheartedly recommend the expansion of virtual options. 
The prospect of reducing dual relationship issues in small communities is another aspect 
of virtual service delivery that holds promise for the profession. Social workers in rural locations 
face ongoing issues with dual relationships. In my virtual practicum, dual relationship situations 
were rare when compared to practicing in my own community. Self-disclosure proved to be a 
key element in building therapeutic relationships with my clients. I was more comfortable to 
disclose personal information as a remote social worker, knowing it was unlikely I would 
encounter dual relationship scenarios. There are currently limited options for social workers in 
how they can manage dual relationships and I hope my virtual practicum serves to further 
explore this as a potential option. 
My practicum in the VMHP proved that virtual services can be a helpful option for many, 
but it does not come without risk or disadvantages over traditional face-to-face services (Cherry, 
2021). Virtual mental health service providers should be aware of privacy, confidentiality, and 
unreliable or absent technology. Virtual services may not be recommended in crisis situations, for 
clients who present with high suicide risk, or for clients who experience severe psychiatric 
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illnesses (Cherry, 2021). In these situations, virtual mental health professionals may consider 
assessing and referring to more appropriate services where the client can be seen in-person. 
Further, there is ongoing research on hybrid models of counselling that would combine both in- 
person and virtual service delivery options. Professionals in the field of mental health may wish 
to explore a hybrid model to best suit the variety of needs their clients present with. 
In my social work practice, I commit to continue using virtual modes to reach 
underserved populations and reduce access barriers. I will use my experience in the Virtual 
Mental Health Program to advocate for the continuation and development of virtual services 
beyond the COVID-19 pandemic. 
Conclusion 
 
The opportunity to complete a practicum with the Virtual Mental Health Program has 
instilled a level of confidence in my clinical skills while bringing my attention to areas of 
growth. This practicum has strengthened my understanding of rural mental health issues and 
virtual mental health counselling skills. I hope this report contributes to the social work field by 
highlighting the success of virtual mental health service delivery and the need for expansion in 
this area to reach underserved communities. Lastly, I am incredibly thankful to each of my 
clients who allowed me to be a part of their healing journey, and I am grateful for the knowledge 
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